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North Valley Christian Academy Middle School
Athletic Packet
for

2020-2021

Please Read the Following Information:

Students must complete all of the fallowing eligibility requirements before being allowed to practice or participate in interscholastic
competition.

Athietic Packet Forms:

Equipment Checkout/Parent Consent Form

Annual Pre-participation Physical Evaluation Form/Physical Form is included in this packet
AIA Concussion Statement and Acknowledgement (Complete and Sign) Farm

Consent for Emergency Care

Sign the Statement of Awareness Form

0O 0 0 0O

Additional ltems Needed to Complete Clearance Requirements:

Copy of your medical insurance card and informatian

North Valley Christian Academy Athlete Code of Conduet Contract
An Athletic Fee of $125 for Middle School Students (per sport)

An Athletic Fee of $100 for Stunt Members per season (3 seasons)
*August

*November

*February

0 0 0O



North Valley Christian Middle School

Department of Athletics

Equipment Checkout

Student’s Name

Name of Sport(s) you plan to participate in:

|/We understand that equipment and uniforms are property of North Valley Christian Academy. | /We understand that any
equipment checked out must be returned at the end of each season to the athletic department. If any equipment is not
returned, |/ We understand we will be responsible for the replacement costs of the equipment.

Parental Consent to Participate in Interscholastic Activities

|/We give our permission for our son/daughter to participate in organized interscholastic athletics, realizing that such
activity involves the patential for injury which is inherent in all sports. |/We acknowledge that even with the most
experienced coaching, use of the most advanced protective equipment, and strict observance of rules, injuries are still a
possibility. On rare occasions, the injuries can be so severe as to result in disability, paralysis. quadriplegia. or even death.

| give permission for my child to be transported with another parent or coach for away games as | understand this may be
necessary at times.

(Parent/Guardian Signature) (Date)

(Student Signature) (Date)



North Valley Christian Middle School Department of Athletics

Statement of Awareness

Instructions: The student and parent/guardian must read, complete, sign, and return this form before the student will be permitted
to begin athletic participation.

Student Name Grade

Parent/Buardian Name

As a student and as the parent/guardian of the student, we acknawledge the follawing:

Health Risks and Safety Practices.

We are aware of the health risks associated with the participation in athletics and we are alsa aware of the safety practices of the school's
athletic programs, which requires the student to:

Learn the rules of the sport.

Diligently try to learn proper technique for the spart.

Participate in physical conditioning in preparation for athletic competition.

Maintain proper hydration (water intake).

Advise the coach of any signs of physical injury.

e Advise the coach of trainer if equipment is damaged or fits poorly.

Insurance Needs

We are aware that North Valley Christian Academy does not provide accident or health insurance coverage for student athletes and have
independently determined whether we should obtain, at our cost. Such insurance.

Harassment/Hazing

Abusive or humiliating harassment of hazing is strictly prohibited within North Valley Christian Academy. These are unacceptable practices in
any athletic, extracurricular or academic endeavor. Students who engage in any type of harassment and/or hazing can expect to be
disciplined under the North Valley Christian Academy Student Behavior Guidelines. | understand the letter and spirit of information printed
about and will not be involved in any type of harassment/and or hazing.

Sportsmanship Standards

Narth Valley Christian Academy regards its athietics program as a means of educating students in values of discipline, teamwork, leadership,
and respect for rules. North Valley Christian Academy and their athletic teams are authorized to adopt codes of conduct for team members.
Parents and spectators are also required to act in an appropriate manner during athletic events. Violation of conduct standards may result in
disciplinary action, including dismissal from further athletic participation by the athlete or future attendance by a spectator.

AlA Position Statement- Supplements, Drugs, and Performance Enhancing Substances

North Valley Christian Academy supparts the Arizona Interscholastic Assaciation (AIA) regarding this position. A balanced diet is optimal for
meeting the nutritional needs of student athletes. Nutritional supplements are rarely, if ever, needed to replace a healthy diet. Individual
consideration for specific medical conditions may be given. We share strang oppasition to "doping” (www.wada-ama.org). There is no place
for recreational use of drugs. alcohol, or tobacen in the lifestyle of the student athlete.

Photo Use

| give permission for North Valley Christian Academy to use photos taken from athletic events and for athletic purposes to be
displayed on the school web pages.

| have read and understand the foregoing acknowledgements.

Student Signature Date

Parent/buardian Signature Date




North Valley Christian High School Department of Athletics

Consent for Emergency Care

Student Grade

Name of Sports you plan to participate in:

Fall Winter Spring

Should a medical emergency occur, we will make every effort to contact you about treatment for your son/daughter. In the event you
cannot be reached, we ask that you give us permission to provide emergency medical treatment and any follow-up care by a licensed
physician.

|, the undersigned or designated representative for the student, volunteer my consent for care. [ grant permission to North Valley
Christian Academy to provide emergency treatment for (son or daughter)
and follow up care by a licensed physician. | understand that no guarantees or promises are made concerning the outcome of the
treatment.

Signature of Parent/Guardian Date Student'’s Date of Birth
Parent/ Guardian Name Phone

Address City Lip
Father's Business Phone Cell

Mother's Business Phone Cell

In case of emergency- if parent/guardian is not immediately available, contact:

Friend/Relative Phone

Family Physician Phane

Hospital Preference

Medical Alert(s)

| clearly understand that it is the school's policy that all students participating in interscholastic activities must have
insurance and that the school cannot pay any medical costs from injury to a student.

Policy Number




North Valley Christian Academy Student Athlete Code of Conduct

Contract

Since we claim the Name of Jesus Christ as our Lord at North Valley Christian Academy, we must hold to the
Biblical standards for our actions. The Bible clearly commands all believers to not be conformed to the worldview
and lifestyle of which they are a part, but function as salt in this world. This should and will be portrayed in our
conduct as a student athlete.

We agree as a North Valley Christian Student Athlete to follow the ideals of a North Valley Lion:
L- Live with Integrity
I-Impact through a Puositive Example
0-Others Focused
N-Nurturing Heart

S-Serving with Excellence

In this season of North Valley Christian Academy Athletics, we desire to let God receive the glory for the
abilities he has given us and to represent Him, the schoaol, parents and our community in a way that honors Christ.

Athlete’s Signature Date

Parent/Guardian Signature Date
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OUR STUDENTS, OUR TEAMS . . .OUR FUTURE.

Arizona Interscholastic Association, Inc.
Mild Traumatic Brain Injury (MTBI) / Concussion
Annual Statement and Acknowledgement Form

1, (student), acknowledge that | have to be an active participant in my own
health and have the direct responsibility for reporting all of my injuries and ilinesses to the school staff (e.g.,
coaches, team physicians, athletic training staff). | further recognize that my physical condition is dependent
upon providing an accurate medical history and a full disclosure of any symptoms, complaints, prior injuries
and/or disabilities experienced before, during or after athletic activities.

By signing below, | acknowledge:

* My institution has provided me with specific educational materials including the CDC Concussion
fact sheet (http://www.cdc.gov/concussion/HeadsUp/youth.html) on what a concussion is and has
given me an opportunity to ask questions.

* | have fully disclosed to the staff any prior medical conditions and will also disclose any future con-
ditions.

* There is a possibility that participation in my sport may result in a head injury and/or concussion.
In rare cases, these concussions can cause permanent brain damage, and even death.

* A concussion is a brain injury, which | am responsible for reporting to the team physician or athlet-
ic trainer.

* A concussion can affect my ability to perform everyday activities, and affect my reaction time, bal-
ance, sleep, and classroom performance.

* Some of the symptoms of concussion may be noticed right away while other symptoms can show
up hours or days after the injury.

* If I suspect a teammate has a concussion, | am responsible for reporting the injury to the school
staff.

* | will not return to play in a game or practice if | have received a blow to the head or body that
results in concussion related symptoms.

* | will not return to play in a game or practice until my symptoms have resolved AND | have written
clearance to do so by a qualified health care professional.

* Following concussion the brain needs time to heal and you are much more likely to have a repeat
concussion or further damage if you return to play before your symptoms resolve.

Based on the incidence of concussion as published by the CDC the following sports have been identified as
high risk for concussion; baseball, basketball, diving, football, pole vaulting, soccer, softball, spiritline and
wrestling.

| represent and certify that | and my parent/guardian have read the entirety of this document and fully
understand the contents, consequences and implications of signing this document and that | agree to be
bound by this document.

Student Athlete:
Print Name: Signature: Date:

Parent or legal auardian must print and sian name below and indicate date sianed:
Print Name: Signature: Date:

FORM 15.7-C 06/2015



ARIZONA INTERSCHOLASTIC ASSOCIATION
7007 N. 18TH ST, PHOENIX, ARIZONA 85020-5552
PHONE: (602) 385-3810

The Preferred Urgent
e are Care of the Arizona

URGENT CARE Interscholastic Association

L. . - .
2020-21 ANNUAL PREPARTICIPATION PHYSICAL EVALUATION

(The parent or guardian should fill out this form with assistance from the student-athlete) Exam Date:

Name: in case of emergency contact:
Home Address: Name:
Phone: - Relationship:
Date of Birth:
Age: Phone (Home):
Gender: Phone {(Work):
Grade: Phone (Cell):
School: Name: i
Sport(s): Relationship:
Personal Physician: N
Hospital Preference: Phone (Home):
_/ |Phone (Work):
Explain “Yes” answers on the following page. Phone (Cell):
Circle questions you don't know the answers to. \_

1) Has a doctor ever denied or restricted your participation in sports for any reason?
2) Do you have an ongoing medical conditional (like diabetes or asthma)?
3) Are you currently taking any prescription or nonprescription (over-the-counter} medicines or

supplements? (Please specify):

4) Do you have allergies to medicines, pollens, foods or stringing insects?

{Please specify):

O O oOo<
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5) Does your heart race or skip beats during exercise?
6) Has a doctor ever told you that you have (check all that apply):
DHigh Blood Pressure [:] A Heart Murmur I:l High Cholesterol

7) Have you ever spent the night in a hospital?

DA Heart Infection

8) Have you ever had surgery?

9) Have you ever had an injury {sprain, muscle/ligament tear, tendinitis, efc.) that caused
you to miss a practice or game? (If yes, check affected area in the box below in question 11)

[ OO0
0 0O DOOd

10) Have you had any broken/fractured bones or dislocated joints2
(If yes, check affected area in the hox below in question 11}):

11) Have you had a bone/joint injury that required X-rays, MRI, CT, surgery, injections, rehabilitation
physical therapy, a brace, a cast or crutches? (If yes, check affected area in the box below):

DHeud DNeck DShoulder DUpper Arm [___J Elbow
[___] Hand/Fingers DChesi DUpper Back [::]Lower Back [:] Hip
[:l Knee DColf/Shin DAnkle L__]Foot/Toes

[

I:] Forearm
[ Jrhigh

FORM 15.7-A O07/01/2018 NexiCare is the preferred partner of the AlA. It is not required you visit NextCare locations for your healthcare needs. 1



ARIZONA INTERSCHOLASTIC ASSOCIATION The Preferred Urgent
7007 N. 18TH ST, PHOENIX, ARIZONA 85020-5552 Care of the Arizona
PHONE: {602) 385-3810 UBRGENT CARE Interscholastic Association

12) Have you ever had a stress fracture?

13) Have you ever been told that you have, or have you had an X-ray for atlantoaxial {neck) instability?
14) Do you regularly use a brace or assistive device?

15) Has a doctor told you that you have asthma or allergies?

16) Do you cough, wheeze or have difficulty breathing during or after exercise?

17} Is there anyone in your family who has asthma?

18) Have you ever used an inhaler or taken asthma medication?

19} Were you born without, are you missing, or do you have a nonfunctioning kidney, eye, testicle
or any other organ?

20) Have you had infectious mononucleosis (mono) within the last month?
21) Do you have any rashes, pressure sores or other skin problems?
22) Have you had a herpes skin infection?

23) Have you ever had an injury to your face, head, skull or brain {including a concussion, confusion,
memory loss or headache from a hit to your head, having your “bell rung” or getting “dinged”)?

24) Have you ever had a seizure?

25) Have you ever had numbness, tingling or weakness in your arms or legs after being hit, falling,
stingers or burners?

26) While exercising in the heat, do you have severe muscle cramps or become ill2

27} Has a doctor told you that you or someone in your family has sickle cell trait or sickle cell disease?
28) Have you ever been tested for sickle cell trait?

29} Have you had any problems with your eyes or vision2

30) Do you wear glasses or contact lenses?

31) Do you wear profective eyewear, such as goggles or a face shield?

32} Are you happy with your weight?

33) Are you trying to gain or lose weight?

34) Has anyone recommended you change your weight or eating habits?

35) Do you limit or carefully control what you eat?

00000000000 00 0000 00000000+«
00000000000 OO0 0000 00000000 =

36) Do you have any concerns that you would like to discuss with a doctor?

Females Only ‘ 1 Explain “Yes” Answers Here

Y N
37) Have you ever had a menstrual period? D D

38) How old were you when you had your
first menstrual period?

39) How many periods have you had in the
last year?

\_ VRN

FORM 15.7-A 07/01/2018 NextCare is the preferred pariner of the AlA. It is not required you visit NextCare locations for your healthcare needs.

N



ARIZONA INTERSCHOLASTIC ASSOCIATION The Preferred Urgent
7007 N. 18TH ST., PHOENIX, ARIZONA 85020-5552 Care of the Arizona .
PHONE: {602) 385-3810 URGENT CaRp Interscholastic Association

e ... . - - . .
2020-21 ANNUAL PREPARTICIPATION PHYSICAL EXAMINATION

The physician should fill out this form with assistance from the parent or guardian.)

Student Name: Date of Birth:

Patient History Questions: Please Tell Me About Your Child...

1) Has your child fainted or passed out DURING or AFTER exercise, emotion or startle?

2} Has your child ever had extreme shortness of breath during exercise?

3} Has your child had extreme fatigue associated with exercise {different from other children)?
4) Has your child ever had discomfort, pain or pressure in his/her chest during exercise?

5) Has a doctor ever ordered a test for your child’s heart?

6) Has your child ever been diagnosed with an unexplained seizure disorder?

7} Has your child ever been diagnosed with exercise-induced asthma not well controlled with medication?

OOOoO0o<
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Family History Questions: Please Tell Me About Any Of The Following In Your Family...

[] =

8) Are there any family members who had sudden/unexpected/unexplained death before age 502 (including SIDS, car accidents
drowing or near drowning)

9)  Are there any family members who died suddenly of “heart problems” before age 502
10) Are there any fomily members who have unexplained fainting or seizures?

11) Are there any relatives with certain conditions, such as:

N

=<

Enlarged Heart Catecholaminergic Polymorphic Ventricular Tachycardia (CPVT)
Hypertrophic Cardiomyopathy (HCM)
Dilated Cardiomyopathy (DCM)
Heart Rhythm Problems

Long QT Syndrome (LQTS)

Short QT Syndrome

Arrhythmogenic Right Ventricular Cardiomyopathy (ARVC)
Marfan Syndrome {Aortic Rupture)

Heart Attack, Age 50 or Younger

Pacemaker or Implanted Defibrillator

Deaf at Birth

I O e [

Brugada Syndrome

. 000000z 000 Oz

DOO0000O
HiE NN

Explain “Yes” Answers Here

I hereby state that, to the best of my knowledge, my answers to all of the above questions are complete and correct. Further-
more, | acknowledge and understand that my eligibility may be revoked if | have not given truthful and accurate information
in response 1o the above questions.

Signature of Athlete Signature of Parent/Guardian Date

Signature of MD/DO/ND/NMD/NP/PA-C/CCSP Date

FORM 15.7-A 07/01 /201 8 NexiCare is the preferred pariner of the AlA. It is not required you visit MNexiCare locations for your healthcare needs. 3



ARIZONA INTERSCHOLASTIC ASSOCIATION

The Preferred Urgent
7007 N. 18TH ST, PHOENIX, ARIZONA 85020-5552 are Care of the Arizona

PHONE: (602) 385-3810 URGENT capnpg Interscholastic Association

.. @ -
2020-21 ANNUAL PREPARTICIPATION PHYSICAL EXAMINATION

4 2

Name: Date of Birth:

Age: Sex:

Height: Weight:

% Body Fat (optional): Pulse:
BP: / ( / ,

Vision: R20 L20/____ Corrected: YO N O

[
{upils: Equal O Unequolo )

1 Normal |

Medical

Appearance
Eyes/Ears/Throat/Nose
Hearing

. Abnormal Findings | Initials *

Lymph Nodes
Heart

Murmurs

Pulses

Lungs

Abdomen
Genitourinary &
Skin
Musculoskeletal
Neck

Back

Shoulder/Arm
Eibow/Forearm
Wrist/Hands/Fingers
Hip/Thigh

Knee

Leg/Ankle

Foot/Toes

* - Multi-examiner set-up only
& - Having a third party present is recommended for the genitourinary examination

NOTES:

DCleared Without Restriction
DCIeured With Following Restriction:

DNot Cleared For: DAII Sports DCertuin Sports: Reason:
Recommendations:

Name of Physician (Print/Type}): Exam Date:

Address: Phone:

Signature of Physician:

. MD/DO/ND/NMD/NP/PA-C/CCSP

FORM 15.7-B 01/14/2019 (rev.) NextCare is the preferred partner of the AlA. It is not required you visit NextCare locations for your healthcare needs.



